Studentsafe Claim Form VerO\y/

IMPORTANT: Please help us to help you by:

e Completing all relevant questions in full as this can avoid the need for further enquiry and possible delay to your claim.
¢ Enclosing evidence of the amount/s you are claiming including receipts, invoices, proofs or certificates.

¢ Ensuring medical authority is completed, if you are claiming medical expenses.

¢ Signing and dating the declaration at the end of this form.

Insurance fraud is a crime, please ensure all information is correct.

1. Policy Information

Policy No./Student ID Claim Number (if known):

Policy Type: University Tech Offshore International Kiwi Visitsafe-Express
Date First Enrolled: / / Course Start Date: / / Course End Date: / /
Course Type: Multi Year/Returning Student: 12 Month Part year/Short course
Name: Date of Birth: / /
Address:

Email Address:

Telephone number business hours: Occupation:

Educational Body:

Do you have any other Insurance that may cover any costs claimed (eg contents, medical or travel insurance) Yes No
If yes what is the Insurance Company’s hame?

Some credit cards provide basic travel insurance cover - please advise if you have credit card/s: Yes No
Did you purchase your travel on your credit card? Yes No

If yes please give details:

2. Person Making the Claim (if different from 1 above - eg insured family member)

Name: Date of Birth / /

Address:

Email Address:

Telephone number business hours: Occupation:

3. Details of Claim

Please state full details of what happened or what your claim is for:




4. Medical Expenses + Dental Claim

Please complete and forward all original receipts/documents:

Date of injury/illness: / / Country injury/illness occurred:

Full circumstances of injury/illness:

When did the symptoms first appear?: / / Are you applying for pre-approval of treatment Yes No
Have you suffered this illness/injury previously? Yes No

If yes, please give details:

If you have applied for pre-existing medical cover from our Medical Hotline please provide your reference number:

Details of Medical/Dental expenses/Quotes Amount Currency Have you paid this expense?
a Yes No
b Yes No
C Yes No

Please advise the name and address of your usual doctor:

Treating Doctor/Dentist Treating Specialist Hospital Details
Name
Address
Phone
Fax

(Actual/Proposal) (Actual/Proposal)
Admission / /
Date of first Date of first
consultation / / consultation / / Discharge / /

Please note: The doctor should be informed that they may be required to fill in, free of expense to the company, a certificate sent by our office.
Please attach the procedure costs quoted by your health care service provider.

Medical Authority - to be completed in ALL medical claims

I hereby give permission to Comprehensive Travel Insurance 2004 Limited to obtain any information that they may require relative to the illness/
accident stated above.

Signature: Date: / /




5. Baggage

Please attach a Police report, proof of ownership, written replacement quotes, foreign exchange receipts etc as applicable

Date of loss/damage/theft: / / Time: Country:

Please explain what happened:

a) Has the loss/theft been reported to the Police? If yes, please provide a Police acknowledgement form Yes No
Date reported: Police Station:

Police file number:

Was a list of items given to the Police (Please note we may request a copy of this from the Police) Yes No
b) Airline/Shipping/Bus Co etc. loss or damage reported (if applicable): Yes No
If yes, please provide a copy of the lost property form.

If no report obtained, please explain why:

c) Details of other steps taken to minimize loss:

d) Have you claimed for this loss from any other source or company? Yes No
If yes - name and address of company:

Amount of compensation received: $

Baggage please complete each column

Description of property lost/damaged/stolen. (Use separate sheet of paper if list is large)

Description Where Item Date Purchase Replacement Item Replaced? Proof of Ownership
of Property Purchased Purchased Price Cost (please attach receipt) Attached
1 /! Yes No
2 /7 Yes No
3 /] Yes No
4 /] Yes No
5 /] Yes No
6 !/ Yes No

6. Cancellation of Travel Disruption

Please complete and attach all documents as applicable:

Date of incident: / / Full details of claim:

Breakdown of cancellation costs from travel agent attached Yes No N/A
Doctors report or certificate attached: Yes No N/A
Documentation confirming reason for cancellation attached: Yes No N/A
Receipts/Accounts for expenses attached: Yes No N/A
Proof of delay from airline attached: Yes No N/A
Additional expenses incurred if any Amount Currency

a $

b $




7. All Other Sections

Date of incident: / / Country where claim occurred:

Details of claim:

Amount claimed: Currency:

8. Claims History

Please provide details of any past claims made against any insurer:

Date of loss Description of loss Insurance Co. Claim paid or declined

Direct Crediting Authority

Do you wish to use this facility? Yes No
Name of account:

I/we authorise the payment to be made in to this bank account (please attach a deposit slip)

Signature: Date: / /

Bank account number:

Bank Branch Account number Suffix

Declaration:

Please ensure that you read, sign and date the declaration.
I hereby declare:

1. To the best of my/our knowledge all the statements in this form are correct.
2. I have not withheld any information material to this claim.
3. I understand that willful or reckless exaggeration or inflation of the amount claimed will forfeit the claim and may result in prosecution.
4. I understand that:
- the personal information provided in this claim form is being collected by Vero to enable it to evaluate my/our claim;
- I am required to co-operate with Vero and provide this information and if I do not, my claim may be declined;
- I have certain rights of access to and correction of the personal information provided by me/us on this claim form or in support of this claim, but
if I do provide any incorrect information, Vero may be entitled to decline the claim whether or not it is later corrected.
5. I authorise Vero or its agents to:
- obtain personal information about me from any other party and to release that information to other parties if requested;
- obtain information from the Insurance Claims Register (ICR Ltd), which holds details of claims made by me/us under policies with other insurers
that is in their view relevant to this claim;
- place details of this claim on the database of ICR Ltd where it will be retained and be available to other insurance companies to inspect.

Signature: Date: / /

Signature of policyholder (if policy is in joint names, both signatures are required)

Signature: Date: / /

Signature of the person making the claim (if different to above)

Address: Studentsafe
PO Box 33313

Auckland
Phone: 0800 486 004
Fax: 09 489 8167
Email: claims@studentassist.co.nz
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